Introduction {#S0001}
============

The concept of FPDR has been presented and analysed since the 1980s. FPDR originated in 1982 in Foote Hospital in Jackson, Michigan, USA after a patient's family requested it.[@CIT0001] FPDR is defined as the presence of relatives in the place of the patient's care which simultaneously provides visual or physical contact with the patient during procedures or events related to resuscitation.[@CIT0002],[@CIT0003] The main aim of FPDR is to satisfy the emotional needs of the patients and their relatives. Although the European Resuscitation Council (ERC) recommends FPDR,[@CIT0004] the presence of the members of the patient's family during resuscitation is still under discussion in many countries. The implementation of FPDR into clinical practise poses several obstacles, i.e. legal, ethical and procedural. It should be taken into account that nursing staff find it hard to refer to FPDR due to the lack of clinical practice and relevant experience, as it was comprehensively described in the latest papers by Powers et al.[@CIT0005],[@CIT0006] However, the data concerning the patients' and their families attitudes towards FPDR is scarce. The aim of the study was to analyse the patients' and their families attitudes towards FPDR on the basis of selected hospitals in Poland.

Methods {#S0002}
=======

Design {#S0002-S2001}
------

We conducted a cross-sectional survey study.

Setting and Sampling {#S0002-S2002}
--------------------

Detailed data regarding the place of the research and inclusion criteria are presented in [Figure 1](#F0001){ref-type="fig"}.Figure 1Inclusion criteria and a list of test sites.

Questionnaire {#S0002-S2003}
-------------

The questionnaires used in the study were prepared on the basis of a literature review entitled "The presence of the patient's family members during the hospital CPR", and were addressed to patients and members of their families. Questionnaires consisted of two pages and had two parts. Part I was "Information for the patient/family member involved in the scientific study". The information contained therein was: an invitation to participate in the study, the purpose of the study, a glossary of terms used in the study (Cardio-pulmonary resuscitation -- CPR) - life support activities. CPR is performed in the case of sudden cardiac arrest (SCA), adult patient - a person over 18 years of age, a family member - the person/s who are most important to the patient and entitled to care, family presence - a situation where a family member is present and observes all life-saving interventions) and informed consent to participate in the study. Part II of the questionnaire was divided into II sections (section I -- 4 questions: sex, age, education, relationship with the medical profession and section II -- 7 questions, including 6 closed and 1 open question, which concerned the experiences and opinions of patients and family members to FPDR). The questions were formulated in a simple and closed way. Prior to the study, a pilot survey was conducted in January 2017. Its assessment consisted of two stages. First, we collected all the doubts resulting from the analysis of the responses and from comments made directly by the respondents; changes were suggested based on that. The research team took these suggestions into account in improving the survey addressed to patients and their families. During the second stage, conclusions were formulated to include all the modifications made in the questionnaire, and the final construct was approved. The analysis of the scale's reliability for the patient was 0.67 of the α-Cronbach, and for the scale for family members, it was 0.64 of α-Cronbach.

Data Collection {#S0002-S2004}
---------------

Participation in the study was voluntary, the patient was guaranteed a sense of confidentiality of the conducted research and informed that the obtained data would be used only for scientific purposes. The research was carried out from March 1 to July 31, 2017. The selection of the test sample was deliberate. All the patients meeting the criteria were included in the study successively during their admission to the hospital. Detailed information is shown in [Figure 1](#F0001){ref-type="fig"}. Patients were informed about the purpose of the study, and they were given a place where they could pick the questionnaire and return into a suitably marked box. Research did not pose a threat to human life and health. They were carried out with the consent of the Bioethics Committee of the University of Rzeszow (Resolution No. 5/1/2017 and Resolution No. 13/4/2017). The consent of hospital administration was obtained for conducting scientific research.

Statistical Analysis {#S0002-S2005}
--------------------

The statistical analysis was carried out in the Statistical 10 and 12 software. A questionnaire regarding FPDR was carried out among the patients and their families. The analysis of the questionnaire reliability was carried out by calculating the Alfa-Cronbach ratio. The level of statistical significance was adopted at p \<0.05. The relationship between sociodemographic variables and isolated dependent variables was analysed using the Kruskal--Wallis (H) test.

Results {#S0003}
=======

The Study Group Characteristics {#S0003-S2001}
-------------------------------

The study included all patients who voluntarily filled out a questionnaire and returned it into a specially marked box. From this group, 500 questionnaires filled in by patients and 500 complete questionnaires filled in by the patients' family members were included in the study.

The group was characterized with respect to sex, age, degree of relationship, education, and relationship with the medical profession. Detailed characteristics of the respondents are presented in [Table 1](#T0001){ref-type="table"}. Table 1Respondents' General CharacteristicsPatient Characteristicsn = 500Age, years; SD46.33± 17.54 \[18--89\]Woman (n = 36)279 (55.8)Man (n = 74)221 (58.2)Education, n (%) Vocational106 (21.2) Secondary194 (38.8) Higher158 (31.6) Other42 (8.4)**Family Member Characteristicsn = 500**Age, years; SD43.41± 15.42 \[18--92\]Woman (n = 36)291 (58.2)Man (n = 74)209 (41.8)Education, n (%) Vocational97 (19.4) Secondary220 (44.0) Higher166 (33.2) Other**17 (3.5%)**

97 patients (19.4%) and 88 family members (17.6%) had connections to the medical profession. 244 patients (48.8%) and 265 family members had taken part in a BLS AED training (265 people - 53.0%). 41.0% and 36.6%, respectively, did not take part in such training, no related information was provided by 10.2% and 10.4% of the respondents. 80 patients (16.0%) and 82 family members (16.4%) had received BLS AED first-aid training.

Attitudes of the Patients and Their Relatives with Respect to FPDR {#S0003-S2002}
------------------------------------------------------------------

The results of the survey revealed that both patients and family members more often wanted to witness resuscitation of a loved one: a patient (29%), family member (27.6%), rather than consent to the presence of the family during their own resuscitation: patient (21.2%) family member (20.2%) for patients (p = 0.006), and for family member (p = 0.087).

50% of patients and 31.4% family members (p = 0.027) lacked knowledge of patient's rights. Only 131 patients (26.2%) and 157 family members (31.4%) were aware of the fact that FPDR is one of the patient's rights. 121 (24.2%) of patients and 146 (29.2%) of family members had participated in discussions related to FPDR, while this topic had never been discussed with a group of 332 (66.4%) patients and 291 (58.2%) family members; a lack of knowledge was reported by 47 (9.4%) and 63 (12.6%) participants, respectively. The topic was discussed more often by the families than the patients themselves (*χ*^2^(2)=7.36 p=0.025).

The willingness to be present during resuscitation of a loved one was declared by 145 patients (29.0%) and 138 family members (27.6%), a lack of acceptance by 231 (46.2%) and 216 (43.2%) respectively, no opinion by 124 (24.8%) and 146 (29.2%). There was no difference in the acceptability of family presence by participant type (p = 0.290). 106 patients (21.2%) and 101 family members (20.2%) expressed consent for FPDR, while 265 (53.0%) and 263 (52.6%) lacked consent, respectively, and no opinion was expressed by 129 (25.8%) and 136 (27.2%) (χ^2^(2)=0.31 p=0.855). Both patients and the family members more often expressed their willingness to participate in the resuscitation of a loved one rather than accepting the presence of a loved one during their own resuscitation. The patients' and family members' attitude towards and acceptance of FPDR are presented in [Table 2](#T0002){ref-type="table"}. Table 2Willingness to Be Present During Resuscitation of a Loved One and Acceptance of the Presence of a Family Member During One's Own CPRPresence During Resuscitation of a Loved One and Acceptance of the Presence of a Family Member During One's Own CPRWillingness to Be Present During Resuscitation of a Loved OneAcceptance of the Presence of a Family Member During One's Own CPR by the Respondent**PATIENT**n%n%Yes14529.0%10621.2%No23146.2%26553.0%Does not know12424.8%12925.8%Total500100.0%500100.0%BZ=2.70 p=0.006**FAMILY**n%n%Yes13827.6%10120.2%No21643.2%26352.6%Does not know14629.2%13627.2%Total500100.0%500100.0%PZ=1.70 p=0.087[^1]

If family presence during their own CPR was acceptable, patients most often indicated a preference for their spouses and daughters to be present: 19.6% of patients indicated the husband, 18.7% indicated the wife and 13.1% indicated the daughter. When family members were in agreement of family presence, 36.8% indicated the husband, 28.4% indicated the wife and 9.5% the daughter. Individuals indicated by the patients were more diverse than the persons indicated by the family members, which was confirmed in the statistical significance test (χ^2^ (17) = 30.04 p = 0.026) ([Table 3](#T0003){ref-type="table"}). Table 3Persons Indicated by the Respondents to Be Present at CPRPersons Indicated by the Respondents to Be Present at CPRPatientFamilyn%n%Wife2018.7%2728.4%Husband2119.6%3536.8%Partner10.9%00.0%Children32.8%22.1%Daughter1413.1%99.5%Son87.5%55.3%Parents65.6%00.0%Mother65.6%44.2%Father21.9%33.2%Sister54.7%11.1%Brother32.8%33.2%Brother-in-law10.9%00.0%Relative1211.2%33.2%Priest10.9%00.0%Medical staff21.9%11.1%Trained person10.9%22.1%Does not matter32.8%00.0%Does not know10.9%00.0%Total107100.0%95100.0%P**χ**^2^(17)=30.04 p=0.026[^2]

131 patients (26.2%) and 157 (31.4%) family members were aware of the fact that FPDR is one of patient's rights. The difference in this knowledge between the two groups was statistically significant (*χ*^2^ (2) = 16 p = 0.027) ([Table 4](#T0004){ref-type="table"}). Table 4Participants' Knowledge Regarding the Patient's Consent for FPDRAwareness That FPDR Is a Patient's RightPatientFamilyn%n%Yes13126.2%15731.4%No7014.0%8617.2%Does not know29959.8%25751.4%Total500100.0%500100.0%P***χ***^2^(2)=16 p=0.027[^3]

Discussion {#S0004}
==========

Until recently, it was a rule that the patient's family was absent during life-saving procedures. Perhaps one of the reasons for this conduct was the paternalistic attitude of the medical staff, who assumed that the presence of the loved ones would complicate and impede the correct implementation of the procedure increasing anxiety among the family and the patient at the same time. Research and public opinion polls suggest that the majority of patients and their families believe that family should be offered the opportunity to be present during CPR and at the moment of their loved one's death. The European Resuscitation Council (ERC) recommends that health professionals allow family members to be present during resuscitation.[@CIT0004] Although many benefits of FPDR have been identified, this issue practice continues to generate ethical, moral and legal dilemmas among health care workers.[@CIT0005]--[@CIT0007]

Our research is the largest study to investigate the attitude of patients' and their families towards FPDR. In contrast with a data derived from the literature, our study shows that both patients and their family members have a negative attitude towards FPDR. Only 29% of the surveyed patients and 27.6% of their families expressed a desire to be present during the CPR of a loved one. The review of the literature revealed that the majority of adult patients want family members to be present during the rescue procedures and to comfort them.[@CIT0008]--[@CIT0010] Similar opinions were found by Grice et al in a group of 55 patients admitted to the hospital and their families, where 29% of patients and 47% of their families expressed a desire to be present during CPR. The most predominant reasons expressed for not wanting family present were the possibility of suffering for family and potential for long-term trauma after resuscitation.[@CIT0011] Farah et al claim that not all families will be willing to attend CPR.[@CIT0012] It is suggested that any family waiting in the waiting room, for whatever reason, should be provided with current information about the condition of their loved one. According to these authors, it is also advised to implement the criteria that allow the exclusion of certain family members from attendance during resuscitation. This applies especially to those who may be aggressive, hysterical or emotionally unstable to the extent of interfering with patient care, or who are under the influence of alcohol or drugs.[@CIT0012] Certainly, FPDR will not be experienced in a positive way by all families. One example of such negative effects was described by Van der Woning, who focused in the study on a family witnessing resuscitation of a loved one. Three out of five members of the family experienced distress within 6--12 months following the incident.[@CIT0013] Undoubtedly, one of the main ideas of FPDR is the desire to satisfy the emotional needs of patients and their relatives. It should be remembered, however, that the empathy experienced by the medical staff towards the patient and their family cannot be the only and decisive factor influencing the decision on the consent for relatives to participate during resuscitation.[@CIT0014]

The studies by Chew regarding the opinions of Malaysian residents (N-184) are quite different, and the respondents strongly support FPDR. They show that 76.1% of the participants support the presence of family members during CPR.[@CIT0015] Similarly, in the studies by Barratt et al despite the lack of knowledge about CPR, 62.0% (N-35) of the respondents wanted to be present during resuscitation.[@CIT0016] The study by Ong et al shows that 73.1% of the surveyed population expressed support for the FPDR.[@CIT0017] Furthermore, Meyers et al presented results on the assessment of the attitudes of patients' families (N-25), who participated in the CPR and experienced the death of the nearest person. In addition, 80% of relatives said they would like to be present during CPR, and 96% of family members felt that they wanted to have a choice in this matter. In turn, 68% thought that FPDR helped the patient, and 64% claimed that the fact that they were present during resuscitation helped them to reconcile with the death of the nearest person.[@CIT0018]

Doyle et al in their research showed that 94% (N-51) of people who were present at CPR showed willingness to participate again, 74% said that it would be easier to accept the death of a loved one, and 64% consider FPDR beneficial to their dying relative.[@CIT0001] Other studies have shown similar positive consent for FDPR among their respondents, with 70% acceptance by family members[@CIT0010] and 72% by patients (N-200).[@CIT0009] Leske et al conducted a study on a group of 28 family members which indicate that the presence of relatives during CPR helps family members build trust in medical staff and at the same time maintain closeness to the loved ones. Families confirmed the fact that their presence was to support the family member emotionally, which they felt was beneficial to the patient at that time.[@CIT0019] A review of the literature, made by Oczkowski et al shows that inviting families to be present during resuscitation may reduce their symptoms of anxiety and depression, hence the benefits of FPDR have a decisive advantage over negative effects.[@CIT0020] Similar results brought the analysis of Mc Alvin et al and Porter et al. Similar results are found in studies involving family members of both adults and children and report the benefits of FPDR to outweigh any negative effects.[@CIT0021],[@CIT0022] Albarran et al conducted studies among patients who survived CPR (N-21) and patients admitted in an emergency (N-40), which indicated that both groups of respondents supported FPDR -- 72% and 58%, respectively.[@CIT0023]

In our research, the persons indicated by the respondents to be present during the resuscitation were most often spouses and their daughters. Similarly, in studies conducted by Benjamin et al the respondents accepted the fact of the presence of a family member during resuscitation, but a significant number of respondents would indicate only some family members and would like to have the right to designate such a person.[@CIT0009] However, acceptance for the presence of a family member during one's own resuscitation in our research was even lower: 21.2% of patients and 20.2% of family members. The sources of such attitudes could be explained by the lack of understanding of patient's rights, the lack of specialized medical knowledge, and the possibility of socially preserved canons of behaviour. The patient rights catalogue, which is directly related to the issues raised in this paper, is the patient's right to respect for private and family life. According to art. 47 of the Constitution of the Republic of Poland, everyone shall have the right to legal protection of his private and family life, of his honour and good reputation and to make decisions about his personal life. Among numerous manifestations of the implementation of this law, the right of the patient to decide on the potential presence of members of his family during medical procedures including CPR should be emphasized in a special way. The limitation of this right should, therefore, be exceptional and justified by specific conditions. An element of the patient's right to respect for dignity is also the right to die in peace and dignity. Its implementation requires care for the quality of life at its final stage, not only through the use of appropriate medical procedures but also by providing the patient with the necessary support from the relatives.[@CIT0024],[@CIT0025] Lack of knowledge about patient's rights in our research was indicated by half of the respondents. In the study by Meyers et al, 98% of the patient's families believed that the presence at resuscitation is their right,[@CIT0026] similarly in studies by Beesley et al[@CIT0027] and Chew et al.[@CIT0015] The Emergency Nurses Association (ENA) supports the idea that the presence of the family during resuscitative and invasive procedures is the patient's right and also brings a number of benefits, both for the patients themselves and for their family members.[@CIT0028],[@CIT0029] The patient's family wants to be present with relatives, but at the same time they understand the need to maintain the confidentiality principle to ensure adequate quality of resuscitation and respect for patient dignity. According to our research, half of the surveyed patients (48.8%) and their family members (53.0%) participated in the BLS AED training, during which the effects of the training in the respondents' attitudes and experience were already assessed. Importantly, there are few studies assessing the effects of resuscitation-related training and treatment outcomes in patients. In an ideal situation, everyone should be familiar with CPR. There is no scientific evidence speaking for or against training of individuals from high-risk populations. However, training may reduce fear experienced by patients and family members, improve their emotional adaptation and make it easier for those in need to start CPR.[@CIT0032] Everyone reacts emotionally when they receive unfavourable, often critical information about the health of their relatives, sometimes realizing that this information can mean a meaningful loss, e.g. death of a loved one. From a psychological and social point of view, families have an innate need to be together with their loved ones, supporting each other in critical situations. Usually no one is prepared for the worst information about the health of the loved person. While medical staff focus on saving human life, they often forget about their relatives, who are now concentrating on understanding the situation and finding a way to overcome the crisis and stress that overwhelms them. Therefore, one of the goals of FPDR is to meet the emotional needs of both the patient and the family. Summing up, education can be an effective tool in changing the attitudes of both the patient and his relatives. Taking into account the results of the research, it should be stated that there is a need to prepare professional debates on FPDR, the aim of which would be to change the approach of medical staff to the FPDR, familiarize the patient and his family with their rights during hospitalization. Family members of patients undergoing CPR and invasive procedures should be able to be present at the patient's bed in accordance with the wishes of the patient. Family members are people defined by the patient or by his deputies in the case of a minor or a person without the ability to make decisions. Family members may be relatives or other relevant persons who provide support and with whom the patient has important relationships. All units dealing with patient care should have an approved written document (i.e. rules, procedure or standard of care) to present the option of family presence during resuscitation and invasive bedside procedures, including the roles and duties of the carer of the presence of the family. Policy creation has been repeatedly recommended in the literature.[@CIT0005],[@CIT0006],[@CIT0030],[@CIT0031]

Conclusion {#S0005}
==========

In our study, both patients and their family members had a negative attitude towards FPDR, which was contrary to what is known in the literature. Respondents (both patients and their relatives) had a low level of awareness that their potential to be present during CPR was included in the patient's rights.

Implications for Clinical Practice {#S0006}
==================================

Procedures that support the presence of the family during resuscitation and invasive procedures should be developed in hospitals that lack such policy. An interdisciplinary team should be created dedicated to the FDPR to develop own family presence program during CPR. Educational programs should be developed and should encompass the discussion of the benefits resulting from of FPDR for both the patient and the family members and the potential negative effects. Such procedures and education interventions should also outline family presence as an option for all parties involved, criteria for assessing family coping mechanisms to ensure uninterrupted patient care, including contraindications to the presence of family (e.g. family members who exhibit violent behaviour, uncontrollable emotional outbursts or people suspected of mistreatment), and means to support families who are not present. A designated family carer should be appointed to consult with the health care team during the resuscitation, whether families are present or not, and should support families before, during and after the event. It is imperative that standards be developed for all staff involved in FPDR to ensure the safety of patients, their families and staff. Formal hospital documents regarding the presence of the family during resuscitative procedures and CPR and the procedures involved in supporting patients, family members, and staff during such events should be prepared.

Limitations of This Study {#S0007}
=========================

There are several limitations to the present study. The study group included layperson respondents and medical professionals only from south-east Poland (Podkarpackie). The survey questionnaires are not standardised research instruments and the study sample represents the population of medical professionals from one region. Therefore, the generalisation of the results of the study findings is limited. Additionally, interpretation of the differences in acceptance for FP between the current study and earlier reports may be associated with cultural differences in both Poland and Europe compared to the US, where most of the FP studies have been conducted.
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[^1]: **Notes:** n -- number of observations; % -- percentage, Z -- Wilcoxon pairs test result; p -- level of probability.

[^2]: **Notes:** n -- number of observations; % -- percentage, χ^2^ -- the Pearson chi-square test result; p -- level of probability.

[^3]: **Notes:** n -- number of observations; % -- percentage, ***χ***^2^ -- the Pearson chi-square test result; p -- level of probability.
